The main objective of this study is to compare the ventilatory effects of AFVC and PC modes with the VC mode in laparoscopic surgery of the gall bladder. Methods: Thirty-five patients programmed for laparoscopic cholecystectomy were included. Four times were defined for all patients. The parameters studied were recorded ten minutes after anesthetic induction; and this is the time T1. The time T2 fits to 10 min after induction of pneumoperitoneum. Then, the ventilator mode was changed from VC mode to AFVC mode. Ten minutes later, the variables were scored; it was the time T3. The ventilator mode was then changed to a PC mode. The set pressure was adjusted in order to obtain the same Vt as at the time T2. The time T4 was 10 minutes after switching to PC mode. Results: The Vte were increased, compared to time T2, during the AFVC and PC modes. The induction of pneumoperitoneum with CO2 induced a rise of PETCO2 between T1 and T2. These had been accompanied by a significant rise in airway pressures. The change from VC mode to AFVC mode resulted in lower Prpeak and Prtray elevation without impacting dynamic compliance. Conclusions: AFVC mode appears safe for patients in laparoscopic surgery. Its use, compared with VC, is associated with a decrease in Prpeak without effects on the Cdyn, oxygenation, capnia and hemodynamic parameters. We conclude that is no necessary to change ventlatory modes to improve ventilation conditions in nonobese patients. 
INTRODUCTION
Laparoscopic surgery has been performed increasingly since the end of the last century. Indeed, it causes less tissue trauma, reduction in postoperative pain and early recovery and return to usual activity as well. However, this procedure remains risk-free. Cardiopulmonary consequences of laparoscopic surgery are currently well known. 1 One of the most obvious respiratory effects is the increase in peak pressure (P peak), the reduction of which is due to the change in the respiratory rate (RR), or the tidal volume (Vt) or even the ventilatory mode of a volume mode controlled (VC) to a controlled pressure mode (PC). 2 The "dual controlled" modes combine the advantages of controlled volume and pressure modes. 3, 4 The AutoFlow TM mode (AF) of the Dräger Zeus Infinity ventilator is one of these doubly controlled modes. All breathing cycles are controlled under pressure with a delivered pressure level which varies from one respiratory cycle to another, so as to guarantee the regulated tidal volume (Vt).
The AF uses a feedback loop that regulates inspiratory flow. Dynamic compliance is measured cycle by cycle.
This allows the determination of the pressure required for the next cycle by dividing the desired Vt by this compliance. Changes in inspiratory pressure between cycles are limited to 3 mbar. When the inspiratory pressure reaches the upper limit minus 5 mbar, the inspiratory time is extended to within the allowable respiratory rate. 5 To the best of our knowledge, no controlled studies of auto-flow controlled volume (AFVC) in laparoscopic surgery have been published.
The principal hypothesis was that AFVC mode improve ventilation conditions in laparoscopic surgery for nonobese patients. So, the main objective of this study is to compare the ventilatory effects of AFVC and PC modes with the VC mode in laparoscopic surgery of the gall bladder.
MATERIALS AND METHODS
This is a prospective study wherein patients are control- We chose a threshold of the first species error  of 5%, which means that any value of p＜0.05 meant that the difference is statistically significant.
RESULTS
Of the 35 patients initially included in the study, two were secondarily excluded; the first had a PAS less than 90 mmHg and the second had undergone surgical conversion to open cholecystectomy because of intraabdominal adhesions. Demographic characteristics (age, gender, weight, height, BMI), ASA classes, antecedents and longterm treatments are summarized in Table 1 .
The ventilatory and hemodynamic parameters are summarized in Table 2 . During the four measurement times, the hemodynamic variables were comparable outside the rise of the MAP between the times T1 and T2 (88 (79.5-93) ventilation is constantly associated with a decrease in the Prpeak. 2, 8, [11] [12] [13] [14] This effect, although clinically mild, has been statistically significant in our patients. It would be the result of decelerating flow and early dissipation of resistances. 14 Almost equal Prpeak and Prtray observed in our patients in PC mode is linked to the structure of decelerating flow and thus explain the elevated Prtray contrast to studies comparing the VC and PC modes. 2, 14 The main disadvantage of the PC mode is the variability of the delivered Vt. 15 Relatively related to VC, PC ventilation results in a decrease in Vt when the compliance of the respiratory system decreases. This can cause undiagnosed atelectasis. 16 The mode AFVC thus finds all its importance insofar as it ensures the delivery of the set Vt. To our knowledge, no study has evaluated the respiratory effects of AFVC mode in laparoscopic surgery. This gives our study all its originality but on the other hand makes the discussion of the results difficult. Compared to VC mode, VC mode with regulated pressure is associated with lower inspiratory pressures. 14, 17, 18 In a randomized controlled trial evaluating AFVC mode in controlled ventilatory ventilation, this mode allowed fewer alarms by reducing inspiratory pressures. 5 The changes in the Cdyn were not significant in our patients between the three ventilatory modes. Mang et al. 19 have demonstrated a change in the distribution of gas in the lungs of patients with acute lung injury when the Cdyn changes. In iso-volumetric con- 
